In November 1\Iiss Ida Mann kindly saw him with me and advised the continuance of this treatment. She considered the vessels as new, i.e. not fcetal remnants. She was convinced that there was active mischief (inflammatory) in the lower half of the retina. Since then T.R. has been increased to 1/5,000 mgm.
The eye condition shows only slight change; perhaps the fibrous bands are thicker and some fresh vascular loops have formed on the inner side below the plane of the original diaphragm. The exterior of the eye is normal. The left eye is normal. General condition good. There is no other evidence of tuberculosis in the body or definite family history of that disease. The vision in the right eye has diminished a little and is now " (two letters only).
Conclusion.-The two inflammatory foci of a possibly tuberculous nature at the inner and outer sides of the retina, about 6 mm. behind the ora serrata, seem to have been the starting point of a vascular diaphragm extending right across the vitreous in the horizontal plane just below the level of the optic disc. The main part of this diaphragm remains very thin and appears to consist of loops of vessels only. At the outer and inner sides it is anchored by some fibrous bands, so that very little movement is evident. Deterioration, if any, is slow.
Aniridia.-N. P. R. GALLOWAY, M.B., Ch.B. Mavis D., first seen in November 1929, when she was 13 months old. Brought up by her grandmother, who complained that her eyes had been " funny " and red since birth.
Patient is the eldest of three children. The two others (boys) have normal sight and there is no family history of defective vision. The parents are not blood relations.
Condition on examination.-Complete bilateral aniridia; hypermetropic, 8 in right, 10 in left; dotted diffuse lens-opacities with central denser opacity in the right eye; cornea clear.
Next seen, August 1932, when the grandmother stated that the child had been stumbling over everything recently. Tension raised in right eye, and cornea steamy. On examination under general anesthetic, the left fundus was found to be normal, but the right fundus could not be seen owing to corneal haze and lensopacity. A notch was found in the right lens downwards and outwards, and both lenses seemed small. Eserine,'% t.d.s., was given, but had a doubtful effect. Tonometry attempted on numerous occasions, but the child was too restless. In January 1933 tension seemed normal, and remained so for a time, though the right eye was inclined to diverge.
Patient was seen again in June 1934, when the right cornea was again hazy and tension was raised (? 100 Maclean). Projection of light seemed present. On June 20, 1934, a Herbert's short-flap sclerotomy was performed and tension seemed less for a time, but in November 1934 the tension was again noted as being raised. November 14: Maclean, right 100; left 30 to 40. On December 1 a Holth's punchsclerectomy operation was performed, and in doing this the lens was injured, and by February 1935 had resorbed. The punch operation wound has healed up, and raised tension was again noted in the right eye in January. The right cornea is noted to be becoming larger, and the grandmother says the child is now complaining of headaches and is stumbling about. This child is somewhat defective mentally, and therefore difficult to examine.
February 1935: Vision (left) c + 6 sph. = w, or more (judged by tracing letters).
POSTSCRIPT: The eye was trephined on April 13, 1935, and some fluid vitreous escaped at the time. On May 1 the tension of this eye was minus, and the appearance suggested detachment of the choroid.
July 25, 1935: On July 3 the right eye was removed and a section was examined by Mr. F. Law, who has kindly supplied the following report:-Macroscopic appearance: An opaque membrane stretches across in the position of the iris, of which the root is seen. The appearance is that of total detachment of the retina with cyst formation.
Microscopic appearance: The cornea is degenerate, thinned and infiltrated. The anterior chamber is irregular in depth and contains exudate. Dislocated degenerate lens remnants are seen in which bone formation has occurred. Organized fibrous connective tissue stretches across from the root of the iris on either side: the ciliary body is unrecognizable as such, and no ciliary processes are found. The retina is totally detached, degenerate, and drawn forwards in the position close behind this membrane: hemorrhage and intraretinal cysts are present. The vitreous chamber is occupied by a hyaline exudate. The choroid is atrophic and sclerosed. There is pathological excavation of the optic disc and the optic nerve is hypercellular and atrophic. He complained of (1) frontal headacbes since he was discharged from the army. These lasted for two days, and occurred two or three times a month; (2) blurring of both distant and near objects for a, few minutes at a time, since 1917.
Optic Atrophy in
Examined under a mydriatic, the eyes were found to be myopic: R.V. c -2 sph.
vix. L.V. c-2-75 sph. =w, 1 letter.
Examined ophthalmoscopically, both discs are seen to be pale, with a faint yellowish tinge; the arteries are very small. Physiological cups are well marked.
It was then discovered that Dr. Thomson Henderson, to wbom I am indebted for the following notes, had seen the patient in 1931. Vision with correction had been: R.V. 1--8 partly, and Jaeger II vix. L.V. 4, 1 letter and Jaeger I.
The blood Wassermann reaction is negative. The pupils react to light. The fields of vision are full peripherally, but there is a central colour scotoma. Patient is one of a family of 13. The mother died in childbirth, aged 40: the father is alive and well, aged 73 years. Only one other member of the family, Joseph (cf. below) has defective sight. The patient has seven living children, who have good sight.
History of failing sight.-States that at the age of 25 (i.e. in 1917) he had some difficulty in reading, and was given glasses, but his vision has been worse since Christmas 1933. Report ont general condition revealed nothing of importance in the nervous system or elsewhere. The visual fields are quite normal peripherally for one millimetre object at two metres, but he cannot recognize colours, and there appears to be a small temporal hemianopic scotoma in each eye during the fixation.
Cerebrospinal fluid: Clear colourless fluid with no coagulum. Under five white cells per c.mm; chlorides 0-73%; sugar normal; albulmin 0-08%; no cells or microorganisms seen in films; culture sterile. Skiagram of skull.-Pituitary fossa small but regular in outline. No sign of tumour. Optic foramina normal. Right frontal sinus hazier than left. The appearance suggests infection. The maxillary sinuses appear to be normal.
He is the eldest of the family affected, and the other member of the family affected, Joseph, is the second eldest.
II. Joseph W.-First seen August 1931, complaining of difficulty with near vision for two years. R.V. = -, c -4-5 sph. = A vix; L.V. = ' , c -5-5 sph. -A6 R.V. = Jaeger IV; L.V. = Jaeger V.
